A: Adding something to that F that couldn't be more right that one of the gut reactions to babies who are not growing is to give them more energy, LCT, MCT, polycose, and the best you can possibly achieve there is more fat deposition. Q: What is your strategy for feeding IUGR babies? A: As far as term SGA babies are concerned, the important thing is clearly not to actually promote rapid catch-up growth because that appears to be deleterious. The problem is that a large number of SGA babies spontaneously increase their drive and catch up anyway, whatever you do, even on human milk. As far as SGA preterm infants are concerned, those data are only weeks old where we showed the interaction with an adverse effect on cognitive development if we fed them a high nutrient diet. I don't think, as I mentioned, we have enough data to treat them differently, but as further data comes out, it may well be that we have to have a different nutritional policy for SGA preemies compared with AGA preemies. Q: Our problem with TPN have been aluminum contamination, and even at very low levels, we're finding out that the aluminum we're giving our babies with the A: The answer to the first question: The data are up to 9 months, so if the message is not reaching, 9 months would be ideal. To be practical, achieving 3 to 6 months should be considered a success, because by that time, the infant is past term age. A: The iron issue is a good controversy . Good data in the 1980s and 1990s show you that early on, good iron supplementation has better outcome at 3 to 6 months of age in terms of hemoglobin and hematocrit. So the concern of iron load is there, but the data for iron load came when vitamin E to PUFA ratio was inadequate in formulas. When we gave the iron load, we got hemolytic disease because of the E. Once that went away, the iron load issue was not that serious. A: (Cooke) Can I comment on that as well? Ian Griffin and I published data on preterm infants who were sent home not receiving supplemental iron but fed the preterm versus the term formula. The preterm formula contained 0.9 mg, which is less than the U.S. recommendations, and the term contained 0.5 mg. We could show no differences in our nutritional status between the two groups. And the iron nutritional status of those both groups were similar to the reference values in infants who went home receiving 4 to 6 mg and were very close to those in the term infant. The concern about iron, as you well know, is that early on people think that maybe absorption of iron is not wellcontrolled, it occurs in a passive phenomenon and, therefore, the baby might be under stress. This is unlikely to be the case. I think the issue on iron is very open. Q: Thank you very much for a very excellent presentation. I'm still even more confused now. I can understand that the fetal growth may not be the most ideal for a baby who has left the comfort of the intrauterine environment. And if these babies that are born premature are determined to grow slow, and if we do not know what is the right rate of growth for these babies after birth, then what we really do F does it matter in terms of hormone benefit? A: Well, it goes back to what I said earlier. I mean, in the absence of any other recommendation F fetal growth curves are what we use. You can use the term infant at the same corrected age, but we don't know. The fact of the matter is there are so many things that happen to these kids who are growing very poorly.
Q: FW from Philadelphia: I have a statement and then a question. I was trained many years ago that head circumference growth rates were very important to monitor in the NICU as well as post-NICU environment. And yet, I've seen very little data about FOCs in the presentations this morning. In my own experience, I've observed that head circumference growth will accelerate in cross percentiles before length or body weight, particularly when you increase concentrations of protein intake. I would like you to make a general comment about that and answer the question specifically F why is it that you're not paying more attention to head circumference growth? A: Actually, we did. The focus was on what is being done and none of the studies showed any difference in head circumference, but the point is well taken. Head circumference is very important to measure, and that's why I put the example of term versus pre-term formula as what to achieve. We believe achieving 3/4 to 1 cm/week would be optimal, and if you find growth failure, it's almost guaranteed that the head circumference will also lack growth. Catch-up head growth does occur. Weight goes first, length goes second, head circumference goes last. A: I would say that in our postdischarge study, we monitored head circumference throughout the study F weight, length, and head circumference. We got an acceleration of weight, length, and head, and we showed there is a 1-cm difference in head circumference at 18 months corrected age, but this did not translate into any differences in neurodevelopmental outcome. A: The mantra that we should be following in IUGRs is something that's never been tested in any clinical trial. It's the least tested, most commonly quoted thing in every textbook. But what we have is data from randomized trials showing that diets that promote growth rate around the 12 to 14 g/kg/day mark are very good for cardiovascular outcomes, and diets that promote growth in the 16.5 to 18.5 g/kg/day range are extremely good for the brain and for bones. So what we've actually got is a choice. My personal preference is to go for the brain because, as I pointed out, the cardiovascular risk is no worse than for a full-term infant. We might actually come around to IUGRs or better simply because of those data, but not because of any theoretical biological reason that babies should grow the same way as they do in utero.
